The authors give a comprehensive review of the wide range of bone and soft tissue disturbances resulting from both anterior and posterior shoulder dislocations wherein a defect in the humeral head often occurs [1] . They review the literature on physical examination and imaging techniques that help define the extent of the injury, acting as tools in both nonsurgical and surgical planning. In a few cases this is based on age and other demographics. There are several key concepts available for treatment planning. One is the glenoid tracking theory [2] . The theory is based on the shape and location of the humeral head defect relative to the glenoid bone and soft tissue lesions. This is supplemented by their review of the classification of Hill-Sachs lesion. This classification is based on the size and shape, but does not take into account the location of the posterior humeral head defect [3] .
Their review includes both anterior and posterior dislocations. The range of procedures for anterior dislocation includes conservative management, rotation humeral osteoplasty, capsular shift, remplissage (transfer of the infraspinatus tendon with a portion of the greater tuberosity into the humeral head defect), and other humeral head procedures such as defect restoration. The review also includes non-surgical and surgical treatment of posterior dislocations including management of humeral head defects that play a role in recurrence.
This review is not designed to answer the question of best techniques but is rather a comprehensive review of current techniques. Therein lies its message. In contrast to this article, there are recent reviews, some using meta-analyses, to evaluate specific surgical techniques wherein it is difficult to sort out the influence of patient subpopulations covered in many of those reviews. One of these analyzed the timing of surgery after first dislocation relative to delaying the surgery until further dislocation occurred [4] . It was concluded that there was evidence to support immediate arthroscopic repair for primary anterior shoulder dislocations over conservative treatment in young active patients. This is in contrast to another metaanalysis supporting the possibility of initial physical therapy [5] . This would reduce the risk of failure and revision rates. There was moderate-quality evidence that half of the patients managed with physiotherapy after a firsttime traumatic shoulder dislocation did not experience recurrent shoulder dislocations. Another meta-analysis comparison was on open versus arthroscopic repairs, some of which would have Hill-Sachs lesions [6] . With recent advances in arthroscopic techniques and fixation, the nearly double recurrence rate seen in arthroscopic repairs dropped to being insignificantly different from open repair. Another advantage of arthroscopic repair is a significant decrease in external rotation deficits. In a younger, physically active patient series, the rate of return to play was evaluated by a meta-analysis of 3 procedures. These were open repair (Bankart), arthroscopic repair, and the Latarjet procedure [7] . This analysis does not take into account the long-term effect of these 3 procedures. There have been several analyses comparing Bankart versus Latarjet procedures for recurrent anterior dislocations. One was not a meta-analysis and compared qualifying Latarjet series to 2 arthroscopic and 6 open Bankart procedure series. The Latarjet procedure produced fewer recurrences, better patientreported outcomes, and surprisingly, a less restricted externalrotation motion than the Bankart repair [8] . Another comparison of the open Latarjet procedure to open Bankart repair found that the Latarjet procedure is possibly a superior alternative to the Bankart repair, offering greater stability with no significant increase in complications [9] .
In systematic reviews, including meta-analyses, subdivision into phenotypic categories such as demographics and comorbidities is often too diluted to perform [10] . However, there are a number of phenotypic risk factors related to initial dislocations and recurrent dislocations that occur with or without treatment. Regardless of the anatomic structure involved in a shoulder dislocation, there may be a variety of interventions wherein the age, sex, physical condition, mechanism of injury, and vocational demands of any given individual can have a huge impact on the treatment options. An interesting subset of individuals are collision athletes [11] . In the meta-analysis by Paulino Pereira et al, it was found that after an open Bristow-Latarjet procedure collision, athletes are at the same risk for redislocation as noncollision athletes. Postoperative outcomes were good, but numerous comp-lications occurred in both groups. In a meta-analysis of risk factors for recurrent dislocations in nonoperative treated shoulders, an age of less than 40 years old was a predominant factor [12] . Also, male sex and hyperlaxity increased the risk of a second dislocation. The predominance of men in redislocation was also seen in another study [13] . A study of recurrent dislocation after an arthroscopic Bankart repair risk factors included age less than 19 years, Caucasian ethnicity, and bilateral instability of the shoulder [14] . Of note, concurrent greater tuberosity fracture has been associated with a lower recurrence rate [15] . Conversely, the pattern of concurrent rotator cuff injury increases with age [16] . In an epidemiologic review, factors that influence dislocation and redislocation were described as modifiable versus nonmodifiable [17] . The non-modifiable are demographic features such as sex and anatomic structure. Although most primary dislocations occurred in young men, the incidence is increased in women aged over 50 years, but not in men. The reasons for this are unknown [18] . Typically, the dislocation incidence is greater in young men than young women. However, in some sports, women have a similar dislocation rate to men [19] . Anatomically, tall and thin glenoids are at higher risk for primary dislocation compared with short and wide glenoids. Also, the risk of instability increased by 20% for every 1-mm increase in coracohumeral distance [20] .
The authors of the subject of this commentary suggested the following: "More research and collaboration is needed to determine the optimal method of assessing and managing these patients." Factoring in the presence and absence of humeral head defects, research could include evaluation of demographics and concurrent conditions that can impact surgical selection and outcomes and redislocation. When it comes to the decision-making process on any given patient, when a physician comes to that crossing: stop, look, and listen.
